Organizations use policies to set standards for employee behaviors. Although many organizations have policies that address workplace bullying, previous studies have found that these policies affect neither workplace bullying for targets who are seeking assistance in ending the behaviors nor managers who must address incidents of bullying. This article presents the findings of a study that used critical discourse analysis to examine the language used in policies written by health care organizations and regulatory agencies to regulate workplace bullying. The findings suggest that the discussion of workplace bullying overlaps with discussions of disruptive behaviors and harassment. This lack of conceptual clarity can create difficulty for managers in identifying, naming, and disciplining incidents of workplace bullying. The documents also primarily discussed workplace bullying as a patient safety concern. This language is in conflict with organizations attending to worker well-being with regard to workplace bullying.
W orkplace bullying, defined as frequent and persistent negative acts directed toward one or more persons in the workplace, is experienced by approximately 27% to 33% of nurses in the United States (Johnson & Rea, 2009; Simons, 2008) . Workplace bullying, which can last for months or years, has been associated with a number of health problems (e.g., new onset cardiovascular disease [Kivimäki et al., 2003] ; anxiety and depression [Einarsen & Nielsen, 2015; Nielsen & Einarsen, 2012] ; headaches, backaches, stomach pain [Einarsen & Nielsen, 2015] ; fibromyalgia [Kivimaki et al., 2004] ; and symptoms consistent with post-traumatic stress disorder [Nielsen & Einarsen, 2012] ). It is estimated that 5.7% of sickness absenteeism among health care workers in the United States is related to workplace bullying (Asfaw, Chang, & Ray, 2013) . Workplace bullying often manifests as subtle, easily denied behaviors such as attacks on co-workers' reputations (e.g., spreading rumors, disparaging their attire or work habits), socially excluding or ignoring co-workers, and undermining co-workers' abilities to do their jobs effectively through omissions such as withholding information (Einarsen, Hoel, Zapf, & Cooper, 2011) . Bullying can also involve subtle physical acts such as invading an individual's personal space, or making faces at them or behind their backs (Einarsen et al., 2011) .
Sweden, France, Spain, Australia, and several provinces in Canada have regulations that require organizations to address workplace bullying (Yamada, 2011) . In the United States, although laws address sexual and protected class (e.g., race, national origin, disability, military veteran) harassment, courts have interpreted these laws to exclude generalized bullying (Yamada, 2011) . Although U.S. organizations are not legally required to do so, some have voluntarily addressed workplace bullying by adopting anti-bullying policies (Duffy, 2009; Namie & Namie, 2009 ). However, these policies do not necessarily offer targets adequate protection against bullying, nor do they consistently provide human resource personnel with adequate guidance on how to handle bullying incidents (Cowan, 2011 (Cowan, , 2012 .
In the United States, hospitals that receive Medicaid funding must be accredited by the Joint Commission (JC), a nonprofit organization that evaluates and ensures health care service quality. In 2009, the JC issued a directive stating that hospitals must address disruptive behaviors perpetrated by employees and physicians. This document has been interpreted as a requirement that hospitals must address workplace bullying (Johnston, Phanhtharath, & Jackson, 2009; Sellers, Millenbach, Ward, & Scribani, 2012) . According to a recent study, 61% of nurses in New York State reported their hospitals did not have a policy addressing workplace bullying, and 29% reported that their hospitals' policies were not enforced (Sellers et al., 2012) .
Workplace bullying has negative outcomes on the health of both targets and witnesses of bullying. However, this study indicates that governmental and organizational documents in the United States do not discuss it as an occupational health issue. Nurses should advocate for the inclusion of language in governmental publications and in organizational documents that acknowledge the occupational health implications of workplace bullying. In addition, nurses who work in organizations should review their organizations' policies to determine whether the issue of workplace bullying is adequately addressed. Where policies are lacking, or unclear, nurses should participate in the drafting of new policies. These steps would benefit those employees who have experienced or who are currently experiencing workplace bullying.
Studies in the United States have also reported that targets of bullying, including nurses, do not feel they received adequate support from their organizations (Gaffney, DeMarco, Hofmeyer, Vessey, & Budin, 2012; Namie & Lutgen-Sandvik, 2010) . When organizations do not intervene, targets of bullying often feel their best option is to resign (Johnson & Rea, 2009; Lutgen-Sandvik, 2006) . Those who do stay report feeling "burned out" and detached from the organization (Laschinger, Grau, Finegan, & Wilk, 2010; Laschinger, Leiter, Day, & Gilin, 2009 ).
To understand why targets of bullying feel their organizations do not adequately support them, this study explored the discourses of workplace bullying (i.e., defined as the language used in speech and writing to discuss workplace bullying) in the official documents of health care organizations. This study was based on organizational discourse and critical discourse theories. Organizational discourse theory posits that organizations create documents in response to external pressures, such as regulatory agencies (Phillips, Lawrence, & Hardy, 2004) . To understand what these external pressures might be, this study also explored how workplace bullying was discussed in documents produced by agencies responsible for regulating hospitals (i.e., the JC) and monitoring hospital working conditions ( Critical discourse theory posits that analyzing the language used to discuss issues such as workplace bullying can lead to the identification of entrenched patterns of thought, and behavior, which serve as barriers to issue resolution (Fairclough, 2008) . This analysis can also predict how language can be modified to bring about resolution of the identified problem (Fairclough, 2008) . Therefore, the goal of this research was to gain an understanding of why organizational responses to workplace bullying might be viewed as inadequate by targets and to offer suggestions as to how language modification might create an environment more responsive to the needs of bullied employees.
Method
This cross-sectional study used Fairclough's (2003 Fairclough's ( , 2008 critical discourse analysis (CDA). The first step in Fairclough's CDA identifies the network of practices within which a social problem occurs. This step informs selection of the text to be analyzed. Suitable texts can include written documents and interviews as well as media such as the Internet (Fairclough, 2008) . The management of workplace bullying in health care organizations is located in a network of practices, which begins with regulatory oversight. To explore this aspect, documents were collected from the following agencies: OSHA, L&I, NIOSH, and the JC. Although NIOSH is not technically a regulatory agency, it was included in this study because it produces documents that inform OSHA's actions. Documents produced by the JC were included because directives issued by this agency can affect the working conditions of health care providers (Field, 2007) . Finally, organizations issue internal documents, such as policies and procedures in response to regulatory directives (Field, 2007) .
Data Collection
Using the search term workplace bullying, documents were obtained from the websites of OSHA, NIOSH, L&I, and the JC. On OSHA's and L&I's websites, the researchers found a page titled Workplace Violence. Documents that contained the word bullying, or that dealt with workplace violence in health care, were downloaded from this page. The latter were included because workplace bullying is classified by NIOSH as Type 3, or worker-on-worker, workplace violence (McPhaul & Lipscomb, 2004) .
This study was part of a larger study, which also involved interviews with hospital nursing unit managers from seven health care organizations (Johnson, Boutain, Tsai, Beaton, & de Castro, 2015) . For the portion of the study reported here, policy documents were obtained from the organizations in which these managers worked: human resources departments of three of the study organizations, public-facing websites of two of the organizations, and one of the interview participants. One organization did not have any pertinent documents. The following search words, derived from the content and titles of documents obtained from human resource departments, were used to search the organizations' websites: bullying, harassment, code of conduct, and disruptive behaviors.
To protect the identity of the participating health care organizations, identification numbers were assigned for labeling. All references to the names of hospitals were deleted from the documents prior to analysis. Ethical approval for the study was granted by the Human Subjects Committee of the University of Washington.
Analysis
Data analyses were conducted using Fairclough's (2003 Fairclough's ( , 2008 CDA. To aid in coding and analysis, documents were uploaded into Atlas.ti 6.2 (2012), a qualitative data management software program. Coding was guided by a document review protocol derived from Fairclough (2003 Fairclough ( , 2008 and Liu (2010;  see Table 1 ). To ensure the trustworthiness of the study findings, results were shared with and critiqued by a researcher familiar with CDA.
Next, the texts of these documents were analyzed. This process was dictated by the study's aims (Fairclough, 2008) , which were to explore how workplace bullying, and the roles and responsibilities of managers and staff with regard to workplace bullying were discussed in the official documents of health care organizations and the agencies that monitor these organizations. To determine the social practice these documents were intended to influence, the documents were classified by genre (Fairclough, 2008) . This classification task was accomplished by examining the structure and function of the documents; documents with similar structures and functions were determined to belong to the same genre. The genres identified in this study were guidelines, regulations, policies and procedures, codes of conduct, and a performance evaluation. Guidelines were defined as documents that suggested a course of action, and regulations were documents that prescribed a course of action and included the possibility of sanctions for noncompliance. The genres of policy and procedures, code of conduct, and performance evaluation were defined as documents that contained one of these identifiers in the title.
The second step in the textual analysis involved an examination of intertextuality, that is, how the various documents in the study related to one another or to documents outside of the study. The referral of one text by another is indicative of a common way of representing a given phenomenon (Fairclough, 2008) . Intertextuality is evidenced by direct reporting (e.g., a direct quote of another text) or indirect reporting (e.g., summarizing what is said in another text; Fairclough, 2003) . Although the standard for academic texts is that the source of direct and indirect reports of other texts should always be made clear, this principle is not the case for all texts. Some texts contain vague attributions such as "it is said that" or "we are required to," without specifically citing the source, making it challenging to determine intertextuality (Fairclough, 2003) . Indeed, most of the hospital documents that were collected did not cite sources. However, some documents contained phrases and definitions that were practically identical to those that were found in agency documents; in these instances, intertextuality was inferred.
The third step in the textual analysis involved lexical analysis of the documents. Lexical analysis is the exploration of how words were used to describe the phenomenon of interest (e.g., workplace interactions), and words are defined or described. When words are not defined or explained, a common understanding of the terms is assumed (Fairclough, 2003) .
The final step in the textual analysis was an examination of interdiscursivity, or the separate, but related, discourses mentioned in conjunction with workplace bullying and other negative workplace interactions (Fairclough, 2008) . This step allowed researchers to explore the social context in which an issue is discussed, and the obstacles to overcome if the issue is to be resolved (Fairclough, 2008) . Examples of discourses that might appear alongside the discourse of workplace bullying include sexual harassment, workplace violence, and workplace health and safety. 
Results

Description of Sample
In total, 22 documents (i.e., 14 from health care organizations and 8 from regulatory agencies) were analyzed (see Table 2 ). Per the genre analysis, 6 were classified as guidelines; these documents were all issued by government agencies. Two documents were classified as regulations; both were written by the JC. These documents outlined standards that "all accreditation programs" (JC, 2008, p. 1) must follow. Of the health care organization documents, 10 were classified as policies and procedures, 3 as codes of conduct, and 1 as a performance evaluation. Because many of the health care organization documents had similar titles, when they are quoted in this article, they are referred to by the assigned number as well as title (see Table 2 ).
Intertextuality
Little evidence indicated intertextuality, or referral to one document by another, among the documents (see Figure 1 ). The best evidence of intertextuality was in the documents issued by NIOSH, OSHA, and L&I, which contained references to each other. Only three of the health care organization policies listed sources or referred to external regulations or directives. The primary document that health care organizations referred to was Issue 40: Behaviors that Undermine a Culture of Safety (JC, 2008) . This document was cited directly by two health care organization policies (1.2 Workplace Violence Prevention & 3.3 Code of Conduct) and one regulatory agency document (L&I, 2011) , and indirectly by one health care organization document (2.1 Management of Disruptive Conduct). In the latter, the definition of disruptive behavior was almost a verbatim quote of the definition of disruptive behavior found in the JC (2008) document.
Lexical Analysis
The following terms were most frequently used to describe bullying-type behaviors: disruptive behavior (12 documents), harassment (9 documents), and bullying (5 documents; see Table 2 ). Two documents (1.1 Employee Behavioral Standards, 4.2 Code of Business and Ethics Conduct) only discussed positive behaviors such as respect, caring, and compassion.
Although mentioned in 12 documents, disruptive behavior was only defined in five documents. These documents defined it in a similar manner as the JC (2008) (2011) document, bullying and disruptive behaviors were discussed in two separate sections, implying distinct concepts.
The term harassment was defined in three of the nine documents (see Table 2 ). In a section titled Bullying is Different From Harassment, the document issued by L&I (2011) defined harassment as, . . . one type of illegal discrimination . . . defined as offensive and unwelcome conduct, serious enough to adversely affect the terms and conditions of a person's employment, which occurs because of the person's protected class (p. 3) and made the point that workplace bullying differs from harassment. In contrast, bullying was included in the description of harassment in another health care organization's policy:
It [harassment] may also encompass other forms of hostile, intimidating, threatening, humiliating, bullying or violent behaviors that may not necessarily be illegal discrimination, but are nonetheless prohibited by the medical center and this policy. (3.1 Anti-Harassment)
In another health care organization's document, Standards of Conduct (5.1), harassment was listed as an example of a disruptive behavior. This document did not define the term nor indicate that the concept only applied to members of a legally protected class.
There was only one document that explicitly defined workplace bullying (L&I, 2011) . This document stated that workplace bullying is . . . repeated, unreasonable actions of individuals (or a group) directed towards an employee (or a group of employees), which are intended to intimidate, degrade, humiliate, or undermine; or which create a risk to the health or safety of the employee(s). (L&I, 2011, p. 1)
The following examples of bullying behaviors were listed: . . . unwarranted or invalid criticism, blame without factual justification, being treated differently than the rest of your group, being sworn at, exclusion or social isolation, being shouted at or humiliated, excessive monitoring or micro-managing, being given work [sic] unrealistic deadlines. (L&I, 2011, p. 1)
Within NIOSH (2006) , workplace bullying was categorized as Type III workplace violence (i.e., worker-on-worker violence). It was not defined, but was listed as one of several "prohibited behaviors among workers, including threatening, harassing, bullying, stalking, etc." (p. 17). Finally, in the one 
Accompanying Discourses
Two main discourses, patient safety, defined as passages that mentioned patient care, and occupational safety, defined as passages that mentioned the health and well-being of employees, accompanied discussions of workplace bullying and other unacceptable interactions. An example of a patient safety discourse is, We will avoid any inappropriate and disruptive behaviors that may interfere with patient care delivery and services or any acts that interfere with the orderly conduct of the organization's or individual's abilities to perform their jobs effectively. (004.3 Code of Conduct, p. 2) An example of an occupational safety discourse is, This policy establishes the . . . policy and procedure for responses to disruptive behavior that contributes to violence and hostility in the workplace and interferes with patient and staff safety." (003.1 Disruptive Conduct, p. 1) Within health care organization documents, patient safety discourses predominated, for example, 12 passages referred to this discourse, although only 4 passages referred to occupational safety. In the documents published by OSHA, NIOSH, and L&I, occupational safety discourses predominated over patient safety discourses. However, only one of these documents (L&I, 2011) specifically mentioned the negative health effects associated with workplace bullying, stating that "Victims of bullying experience significant physical and mental health problems" (p. 2), and that "disruptive behavior [can cause] distress among other staff" (p. 5). In contrast, NIOSH (2006) referred to bullying as a noninjury and nonphysical event (p. 11). Although these documents referred to research studies, none of them mentioned any research on the negative health effects of bullying.
Documents issued by the JC (2008, 2009) were predominately concerned with the impact of disruptive behaviors on patient safety. The 2009 document never mentioned occupational safety. The 2008 document contained the following two references to occupational safety: "the presence of intimidating and disruptive behaviors in an organization . . . creates an unhealthy or even hostile work environment (JC, 2008, p. 1), and Neither of these passages specifies which negative health outcomes targets of disruptive behavior may experience, or suggests ways in which organizations may mitigate these outcomes. The second passage, which highlights the needs of perpetrators, does not mention the needs of targets at all.
Discussion
This study had several important findings. First, multiple words are being used to describe undesirable workplace interactions, yet most of the documents do not define these terms. The absence of definitions indicates that authors assume the terms are commonly understood (Fairclough, 2003) . Lack of definitional clarity is problematic as it can result in conflicting interpretations and enforcement of policies (Cowan, 2012; Harrington, Rayner, & Warren, 2012) . Poorly worded policies (i.e., not taking time to draft a clearly defined policy) may also indicate that workplace bullying is not a high priority for organizations (Rayner & Lewis, 2011) . Several health care organizations included in this study had multiple workplace interaction documents (e.g., code of conduct, anti-harassment policies, and workplace violence policies), which addressed overlapping concepts in slightly different ways. As Cowan (2011) stated, "the seemingly ad hoc nature of using pieces of various policies (code of conduct, harassment, workplace violence) . . . contributes to the idea that addressing and preventing bullying is not an organizational priority" (p. 317). When organizations convey that addressing workplace bullying is not a priority, these behaviors may be viewed as acceptable ways of interacting within that organization (Hutchinson, Vickers, Wilkes, & Jackson, 2009 ).
The multiplicity of terms used, both within and between documents, to describe bullying-type behaviors indicates no coherent understanding of these behaviors, and how these terms should be defined and labeled (Lutgen-Sandvik & Tracy, 2012) . The absence of a legal definition of workplace bullying in the United States undoubtedly contributes to this lack of clarity. Furthermore, the analysis also revealed that, with the exception of L&I (2011), harassment and bullying were used interchangeably and seemed to have the same meaning within the health care organizations' documents. This finding can create the impression that employees have legal protection from workplace bullying. However, harassment is defined by the U.S. Equal Employment Opportunity Commission (n.d.) as "unwelcome conduct that is based on race, color, religion, sex (including pregnancy), national origin, age (40 or older), disability or genetic information" (para. 2). Considering how harassment and bullying are used in policies and other organizational documents and that harassment is already well understood, legally expanding the definition of harassment might be a possible solution to the problem of inadequate worker protection against bullying (Yamada, 2000) . Other countries, including Australia, the United Kingdom, France, and Finland, have expanded the concept of harassment to include bullying behaviors, which could be experienced by all workers (Hansen, 2011; Yamada, 2011) . These legal initiatives are relatively new, and although their effect on the incidence and prevalence of workplace bullying is unknown, they do indicate that workplace bullying is not "part of the cost of being employed" (Yamada, 2011, p. 481) .
This study also found little discussion of workplace bullying as an occupational hazard within any of the documents, even in those documents issued by government entities (i.e., OSHA, NIOSH, L&I) responsible for the health and safety of workers. Since the 1980s, researchers have found sufficient evidence to suggest that exposure to workplace bullying negatively affects the physical and mental health of targets (Einarsen & Nielsen, 2014; Nielsen & Einarsen, 2012) , and the World Health Organization has called for nations to adopt policies that address the morbidity and mortality associated with workplace bullying (Srabstein & Leventhal, 2010) . Countries such as Canada, France, Sweden, Norway, and Australia have already recognized that workplace bullying is an occupational hazard and have enacted laws requiring organizations to address this hazard (Yamada, 2011) . The United States, as evidenced by this study's findings, lags behind other countries on identifying and addressing bullying as a workplace hazard.
Finally, the analysis suggests that the discourse of workplace bullying within health care organizations is shaped by the JC, an agency whose primary responsibility is patient safety, and not by agencies responsible for workplace safety. Within the policies issued by health care organizations, more references to documents issued by the JC were found than those issued by occupational health agencies. In addition, patient safety discourses predominated over worker safety discourses within all documents. As a result, managers may only attend to incidents of workplace bullying that affect patient care and ignore those incidents that affect worker well-being. Although no laws require organizations to address workplace bullying, the OSHA of 1970 does require that employers provide a safe and healthy workplace for employees. If OSHA, which is responsible for enforcing this act, were to emphasize psychological violence such as workplace bullying as a workplace hazard, organizations might be motivated to include discussions of the occupational safety and health implications of workplace bullying in their policies (Harthill, 2010) . Addition of language acknowledging the negative occupational health consequences associated with workplace bullying would help targets access resources, such as mental health services, that can restore their health (Rayner & Lewis, 2011) .
Implications for Practice
Nurses have a history of advocacy for the health and safety of workers (Chamberlin & Lawhorn, 2006; Papa & Venella, 2013) . As such, they should advocate for inclusion of language, both at organizational and governmental levels, that strengthens the discussion of workplace bullying as an occupational health and safety issue. Within organizations, nurses, whatever their role (e.g., management, occupational health, education or staff), should review their organizations' policies to determine whether these policies adequately address workplace bullying and include language that acknowledges that these behaviors negatively affect the health of workers. With the help of practice committees, health and safety committees, and unions, nurses can advocate for changing vague or poorly worded policies. In conjunction with advocacy for policy change, nurses who work in organizations and those who are members of professional organizations can initiate, or participate in, educational campaigns that highlight the negative health effects of workplace bullying. These educational campaigns, which should target the general public, legislators, and employers, can raise awareness outside of the health care sector and call attention to workplace bullying as a societal problem (Namie, 2011) .
Limitations
As with any qualitative study, discourse analysis is a subjective endeavor, which can be influenced by the biases of the researchers. Other researchers might interpret the data differently, and dialogue about these differences would become part of the discourse on workplace bullying policy. This study was limited to one geographic area of the United States and was based on a convenience sample of health care organizations willing to participate in the study. Future studies should investigate policies from a large, random sample of health care organizations across the United States to improve generalizability of the findings. Where possible, these studies should not merely ask, "Does your organization have a policy which addresses bullying?" but should also examine the wording of these policies. In addition, other studies have demonstrated that what members of an organization think a policy says about bullying and what the policy actually says can differ (Cowan, 2011) .
Conclusion
This analysis demonstrated that examination of discourse can support researchers', practitioners', and management's understanding of the implications of policy language. This in-depth analysis demonstrated how the current discussion of workplace bullying, with its focus on patient safety, does not include a discussion of workplace bullying as an occupational health issue. Nurses who are concerned with workplace health and safety can play a pivotal role in changing these discourses and ensuring that measures are in place to prevent and address workplace bullying.
